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Moderator: And as we are just about at the top of the hour, let me introduce our presenter today. Marek Kopacz, MD, PhD, is a Health Science Specialist at the VISN 2 Center of Excellence for Suicide Prevention at the Canandaigua, New York, VA Medical Health Chaplaincy in Durham, North Carolina. Marek, can I turn things over to you?

Dr. Marek Kopacz: Thank you so much, yes. Happy to be here, happy to present. Alright, can you see my slides?

Moderator: We sure can.

Dr. Marek Kopacz: Alrighty. I understand we’re green lighted to start?

Moderator: Yes sir, go ahead.

Dr. Marek Kopacz: Alright, well, good afternoon everyone. Thank you for being here today. Today I have been given the opportunity to speak a bit about exploring partnership opportunities with faith-based communities in the context of existing suicide prevention efforts. I am hoping that my presentation here today will feed into the larger ongoing discussion of more effectively partnering and engaging with community players, key players, actors, partners, including faith groups. They are very much a part of the larger suicide prevention discussion, yet our understandings of how best to collaborate with faith-based communities and faith groups is really still developing. 

I offer the standard disclaimer. I voice no conflicts of interest. The views expressed are my own and do not necessarily reflect official policy.

I have divided my presentation today into five parts. Firstly, I aim to review some of what we know about what faith-based communities contribute to suicide prevention efforts. Secondly, I’ll present the results of a qualitative study examining each state’s respective suicide prevention guidelines. Thirdly, I’ll present some quantitative findings from a survey of VA and the DoD chaplains. This will be followed by existing examples of collaboration between VA and faith-based communities and faith-based groups. Lastly, I’ll round off the presentation with some points for advancing the discussion and potential avenues for more effectively collaborating in the context of existing suicide prevention efforts. And so I’d like to please begin with examining the context which sees Veterans interacting with faith-based organizations in their local community.

Can extensive literature exist examining various community-based public health interventions? Covering this broad body of literature is largely beyond the scope of our presentation today. However, some important points really warrant mention. Faith-based organizations, I’ll state the obvious, are established parts of the community. They are a source of human capital and resources which are invaluable to any larger public health effort. If we’re going to engage with community partners, this will help ensure the cultural and social relevance of any public health effort. It offers an element of boots-on-the-ground knowledge, experiences of what has worked, what hasn’t worked, and it brings to light existing services and other resources which might prove an important part of any public health initiative. In real-world context, engaging with community partners such as faith groups harnessing their available resources allows for not only creating but sustaining health programs with the further outcome of enhanced outcomes, the ability to mobilize multiple sectors of the community, building on existing strengths, mitigating community weaknesses, and laying the groundwork for even broader collaborations. 

The public health approach to suicide prevention encompasses five steps or stages, each feeding into the next. In brief, surveillance helps define the problem. Risk and protective factor research helps identify causes. This gives way to developing and testing interventions, followed by implementing and evaluating these interventions, which again loops back into surveillance. All faith-based groups have a vested interest in suicide prevention in their respective communities. Collaborating with faith-bases organizations can potentially help at each stage of this public health model. For example, it can facilitate surveillance, collecting information on suicide behavior in the community. It helps develop understandings of the causes. By virtue of their position in the larger community, faith groups are able to connect with individuals at a level that, let’s call it standard research, might not normally allow. And obviously it serves as a potential setting for developing, testing, implementing and evaluating interventions.

So what does the literature tell us about how faith-based groups contribute to Veteran health outcomes? What we know is that they are already active in addressing many areas of health and wellbeing relevant to Veterans. Plus an infrastructure for collaboration with governmental and non-governmental groups already appears to exist. For example, faith groups actively support Veterans in rural settings and in supporting homeless outreach programs. The appeal of faith groups is one of privacy and confidentiality. They afford a safe environment for the individuals who come to them. 

Now I’m acting under the assumption that everybody has at least a basic familiarity with the availability of chaplaincy services in VA and DoD settings. And so following military service, what we know is that some Veterans might continue to look to pastoral care providers for specifically mental health support. Indeed, collaborating with faith-based communities could be a way of reaching Veterans who might not otherwise be in or get into the VA system. Yet the potential for effective collaboration with faith-based groups in the context of suicide prevention is sometimes limited, limited by resources, understandings of suicide risk, and limited referral potential to healthcare providers.

Faith-based communities are consistently named as key players in suicide prevention efforts at what I would describe as a policy level. We’ll talk more about this a little later in my presentation. As I’ll attempt to illustrate, faith-based communities could help facilitate support for Veterans who might be at increased risk of suicide, providing as well as facilitating supportive services across the biopsychosocial spectrum. Even outside of VA settings faith leaders report regular, that is weekly and monthly, contact with Veterans in the community. Also, faith leaders report regular engagement with suicidality, having to support their members/attendees who are struggling with suicidal thoughts and/or behaviors. Again, this literature really highlights how at-risk populations will look to pastoral care providers for reasons which are not limited only to spiritual and pastoral care support but extend more broadly into mental health support as well. 

And beyond this organizational aspect, there is no denying the intrinsically spiritual or religious function of faith-based communities. Available data find that 236 religious bodies account for the religious affiliation of close to half of all Americans. In active duty settings, the most often reported religious affiliations are Catholic and Baptist followed by what can be describes as not applicable or no specific religious preference. Interestingly, post-9/11 compared to pre-9/11 Veterans are less likely to report a specific religious affiliation. And so ever since Emile Durkheim’s seminal work on suicide, scientists have acknowledged that spiritual and religious wellbeing probably defined are indeed connected with suicidal behavior. Yet this relationship remains poorly understood, though emerging research is really adding to our understandings. For example, feelings of hopelessness are recognized as increasing the risk of suicidal behavior. Yet religious and spiritual wellbeing could mitigate such feelings. Further, a form of focused scripture reading as part of a preliminary study found that it can ameliorate feelings of spiritual injury in Veterans who endorse thoughts of harming self or others. 

And so in reviewing the literature we really come across a few studies which drive home the point how faith leaders and faith communities can and are contributing to suicide prevention efforts. For example, one study examined the predictors of risk identification and the ability to intervene among community clergy members. Predictors of risk identification included suicide knowledge, religion, conducting funerals, having an attitude that people have a right to die, age, and race. Predictors of the ability to intervene include suicide knowledge, training, religion, right to die attitude, and ethnicity. In the interest of time I’ll just briefly describe some of these variables. 

Catholic clergy reported significantly greater engagement with suicidality than Jewish or Protestant clergy, which then translated into being involved in significantly more funerals of suicide decedents. These funerals appear to take a very formative role in the clergy gatekeeper role, leading many clergy members, if anything, to overestimate suicide risk, adopting an attitude of better safe than sorry. Similarly, age and what follows, experiences of dealing with suicidality also predict risk identification and the ability to intervene. The impact of suicide knowledge and training appears to be fairly logical, affecting both risk identification and interventions. 

In a study examining chaplaincy service use in an active duty setting, the strongest predictors of seeing a chaplain were firing on the enemy and seeing dead bodies or human remains. Yet the most commonly cited concern of chaplaincy service users were family problems. And of the soldiers who reported using chaplaincy services in the past year, more than half screened positive for depression, more than a third reported levels of symptoms which might be indicative of PTSD, and more than a quarter screened positive for generalized anxiety disorder. These findings really drive home the presence of mental health concerns among chaplaincy service users as well as the need for sensitivity as well as the ability to effectively intervene in such cases.

In another study which examined the facilitators or barriers towards mental health care use in Veterans, three general areas were found to act as both facilitators and barriers. These included balancing life circumstances and coping resources, personal factors, and beliefs of and experiences with mental health treatment. Referral processes, messages and outreach, environment of care were all recognized as facilitators of health care use. Lastly, sociocultural factors were found to be barriers of health care use.

Now in this table taken from this study, we see these major themes broken down into more detailed subordinate codes or subgroups. I’d like to draw your attention to the first arrow, which details how having other resources available for help, such as religious faith, was identified interestingly enough as a barrier towards health care use. Yet the second arrow I’ve highlighted here points to an informed point of contact as serving as a facilitator towards care. And so looking at these findings we can see how faith groups and faith leaders might serve as a resource for mental health support in times of distress and crisis. Further, they really do highlight the gatekeeper potential of faith leaders to serve as informed points of contact, a means for facilitating services or referrals to clinical providers. 

Now in VA settings, chaplains are part of the comprehensive package of services made available to all Veterans. What this means is that all patients are entitled to have their spiritual and pastoral care needs attended to at VA facilities. Based on a survey study we conducted, VA chaplains reported that upwards of 10% of their service users could be considered at increased risk of suicide. And in the opinion of these chaplains, most Veterans presented at what was described as a moderate or high level of suicide risk. Recognizing the engagement of chaplains with suicidality is also important as a Memorandum of Understanding signed last year between the VA National Office of Suicide Prevention and the VA National Chaplain Center underscores the need for VA chaplains to participate on interdisciplinary mental health committees that address suicidality in Veterans. Also, per the Mental Health Services Handbook, which I have cited here, mental health service providers and chaplains are encouraged to develop interactions with community clergy members. 

Next I’d like to offer an overview of a qualitative study conducted by myself and some colleagues at the VA Mental Health and Chaplaincy initiative. 

The suicide prevention efforts of individual states are detailed in a series of documents usually titled a strategy, a plan, program, or agenda for suicide prevention. What makes these documents unique is that they carry a measure of policy weight in their recommendations. They really give voice to a vision for suicide prevention that’s authored by a public/private consortium of administrators, public health professionals, academia, as well as community partners. And so the motivation for our qualitative study was to review these documents to develop a clear, consistent, and coherent outline for how faith-based communities stand to contribute to systematic suicide prevention efforts.

As part of our study, we applied a thematic analysis methodology to these documents. To just give a brief overview of this methodology, we first read through each document, identifying any use of the terms faith, faith leaders, faith-based, clergy, chaplains, religion, and spirituality. These sections where these terms were used would constitute an entry. We would then code each of these entries into a single general theme. And so a given entry could only be coded into one theme. Now of course a given document could include more than one entry. These themes could be used more than one time and consequently could cover more than one theme. Our research team then developed and formulated each theme in detail based on its associated entries.

We were able to locate 49 suicide prevention documents. Despite our best efforts, we were unable to find a document for New Mexico. In terms of inclusion criteria, we limited ourselves to those documents which detailed suicide prevention in the general adult population. In some cases, suicide prevention was mentioned as part of a larger document. In such cases we limited ourselves to the respective chapter or section. We did not analyze documents which detailed suicide prevention for a specific sub-population. Some states offered a separate document directed exclusively toward suicide prevention in, say, adolescents or the elderly. 

And so of the 49 documents we analyzed, we did not find any entries in four of them. Again, this means that none of the search terms I mentioned earlier were present in these documents. Of the remaining 45, we were able to identify six distinct themes for how faith-based communities are to contribute to suicide prevention efforts.

The first theme I’ll call general suicide prevention awareness in faith-based communities. This theme suggested that faith-based communities could serve as a setting for outreach efforts and training programs. This theme considered the community as a whole and did not reference a single person or a single faith leader. I offer two examples here, such as the document for Tennessee which talked about encouraging faith communities throughout the state to implement effective training programs for family members of those at risk.

The second theme we identified specifically referenced single persons, clergy and faith leaders. This theme recognized how some singular individuals within faith communities serve as sources of support for individuals in distress or crisis and should therefore be empowered to identify individuals who might be considered at increased risk of suicide. For example, the Vermont document mentioned the need to train professionals in faith leadership about their role as suicide prevention gatekeepers.

The third theme we identified saw faith-based communities named as key players within any systematic community-focused suicide prevention effort, underscoring that the success of any such suicide prevention effort would be dependent, if only in part, on the participation and inclusion of faith groups and faith leaders. For example, the document from Virginia explicitly states that the responsibility for suicide prevention is shared across agencies and organizations such as faith groups. 

The fourth theme we identified expands on the gatekeeper role of faith leaders. Here we are dealing with more than just awareness or risk identification. This theme expands on the need to give faith leaders a repertoire, an arsenal of tools and services which could be used in cases when they encounter an individual who might be at increased risk. This especially includes a measure of collaboration or communication with formal health care organizations. For example, the Alaska document highlights the need for faith leaders to be able to recognize, respond to, and refer people showing signs of suicide risk.

The fifth theme underscored the relevance of faith to any culturally oriented suicide prevention effort. Specifically, the issue of faith was considered relevant to suicide prevention efforts targeting specific groups or populations. For example, the Colorado document referred to this as cultural relevance. 

The last theme we identified was one of postvention support. This theme underscored the importance of faith groups to recovery, both for those bereaved as well as for those who survived a suicide attempt. For example, the New Hampshire document highlighted the need for equipping faith leaders with resources in their postvention efforts.

Now, next I’d like to present some findings from a quantitative study examining chaplain collaboration with the local community. As I mentioned earlier, this is as much important as it is relevant since it constitutes part of the expected practice almost, for both VA chaplains as well as mental health care providers.

Now these findings draw from the integrated mental health strategy, which was designed to improve the access, quality, effectiveness, and efficiency of mental health services across the VA and DoD. The strategy outlined four strategic goals in this regard. These included expanding access to care, ensuring quality and continuity, the need for community partnerships, and promoting resilience and building better systems.

Strategic action 23, part of goal number four, was focused on the intersection of chaplaincy and mental health care services. As part of this action, a detailed survey was distributed to all full-time VA chaplains and active duty DoD chaplains. This survey dealt with a variety of question categories which you can read here. The authors of this survey achieved a very impressive response rate, surveying 75% of full-time VA chaplains and a little less than 60% of DoD chaplains.

What’s most relevant for our discussion today was the question asking chaplains how often do they engage with local clergy and other community representatives. What we find is that roughly 60% of respondents from the VA reported a measure of regularity in their engagement with local clergy, which we’ll describe here as monthly, weekly, or even daily. Roughly 50% reported similar regularity with other community representatives. 

Now comparted to the DoD, we find that these percentages are roughly similar. Yet the idea of engagement is very broad and subject to any measure of interpretation. What does engagement really mean? To this end the authors examined three specific activities. These activities included leading presentations, conducting programs focused on stigma toward mental illness or mental health care, and discussing the role of religious or other communities in helping persons reintegrate into the community. The findings suggest very limited engagement in these specific activities. Approximately 75% reported never leading presentations or doing so less than monthly, 90% similarly reported limited engagement in anti-stigma programs, and approximately 70% reported limited engagements in discussing the role of religious or other communities in facilitating community reintegration.

We can again observe a roughly similar breakdown in percentages when comparing VA and DoD chaplains. Of course these findings only reflect three very specific, very limited activities, and do not include the full breadth and scope of chaplaincy activities such as, for example, facilitating contact between a Veteran and a faith community. Still, these findings do highlight some opportunities for enhanced partnerships. 

Next, I’d like to move from theory to practice and illustrate some concrete examples of existing partnerships and collaborative efforts between VA and faith-based organizations.

The VA center for faith-based and neighborhood partnerships is based at the Office of the Secretary. Its mission is to better serve the needs of Veterans, their families, survivors, caregivers, and other beneficiaries. They are actively involved in research activities, outreach, and other public information events. For example, they hosted a panel discussion at a church in Nashville on the integration of faith and good health in Veterans. Priorities for the center include providing faith groups with VA tools and resources, disseminating suicide prevention resources, supporting housing efforts, and using VA programs and services to facilitate hope, health, and resilience in Veterans.

What warrants mention is that the center is part of a larger initiative across the executive branch which began in 2004 with President Bush. The White House Office of Faith-Based and Neighborhood Partnerships recognizes the contribution faith groups make to meeting the social needs of America’s communities and looks to expand these opportunities and strengthen their capacity. The White House Office is tasked with developing partnerships across all government and federal agencies as well as secular and faith-based groups.

The VA Mental Health and Chaplaincy initiative looks to foster a collaborative system of care which is responsive to the needs of all Veterans. Now with respect to partnering with faith-based communities, they have designed a one-year training program for better equipping chaplains in the care of Veterans dealing with mental health concerns. This program is unique in that it is a curriculum which gives chaplains a level of knowledge, skills, and abilities not designed to turn them into mental health professionals but meant to increase their sensitivity and make them more responsive to the care of Veterans, such as recognizing risk factors for suicide and making clinical referrals. They have also created a series of videos designed to facilitate discussion in faith communities related to supporting Veterans and others who might be dealing with mental health concerns. The topics of these videos include caring for Veterans, the support faith-groups stand to provide, moral injury, and what it means to belong and flourish in a larger community.

The National Chaplain Center also offers certain programs. The Veterans Community Outreach Initiative, broadly conceived as a way to bring faith groups closer to the VA, educates clergy about the needs of Veterans and provides materials about VA resources. On the flipside, the Community Clergy Training Program was broadly conceived as a way to bring the VA to faith-based communities. CCTP facilitators deal directly with clergy and faith communities, teach military culture, wounds of war, spiritual and pastoral care needs of Veterans, resources for mental healthcare support, and help build partnerships in the larger community. The Marriage Enrichment Program was designed by VA chaplains in collaboration with local community partners and resources. It is a two-and-a-half-day program which was designed to develop practical relationship skills intended to support healing on the part of the recently returned spouse as well as a measure of understanding and relief on the part of the non-deployed spouse.

Lastly, I’d like to suggest some points for discussion and further research. Our qualitative analysis of state guidelines very clearly indicated that faith-based communities are key players within suicide prevention efforts. To this end I envision that research will go towards developing a better understanding of how faith-based communities can contribute what their role can really be within multicomponent suicide prevention initiatives. For example, with whom are faith groups collaborating, identifying their resources, resources which are present, as well as those which might be absent or need to be supplemented. Further, efforts need to continue at increasing the mental health capabilities of faith leaders. I stress this does not mean that faith leaders should aspire to become some sort of licensed mental healthcare provider. Rather, it means giving them some amount of baseline skills for more effectively identifying the individuals who are already presenting to them, who are already voicing those concerns that should serve as a red flag, as well as the tools so that they can respond accordingly and connect those at-risk individuals with supportive services. 

Lastly, I envision that faith leaders could be empowered to undertake certain interventions aimed at preventing suicide. This might include, as one example, means restriction or means reduction. Something as simple as asking an at-risk Veteran with a firearm if they’ve considered letting their, let’s say, neighbor hold onto that firearm until such time as they are feeling better. 

Next, I envision research to continue towards better understanding how religion and spirituality can really practicably be applied within suicide prevention efforts. Specifically, I envision that there may be some room for faith groups to support those dealing with what’s described as mental pain or psychache. Now I recognized that this is a very general term in clinical settings, yet it really has been consistently applied in suicide prevention studies. And so I cite here a review published last year in which the author suggests psychache as being rooted in the basic psychological needs of the individual not being met. Perhaps faith-based communities are an appropriate setting for developing such areas as those listed here, love, closeness, appreciation, and independence. 

Finally, I draw attention to the need to better answer what I’m going to refer to as the how question. In so far as there is quite a bit of literature suggesting what faith groups should be doing to prevent suicide, little is available in the way of guidance or practical examples for how they should be doing these things, including any amount of published data on organized programs, which would see faith groups engage for the expressed purposes of suicide prevention as part of a multicomponent effort. With this in mind, I’d like to draw everyone’s attention to two excerpts from the Spiritual Resources Work Group of the Colorado Governor’s Commission on Suicide Prevention. This work group really highlighted the need to appeal to a common element and values shared across faiths, specifically the meaning and sanctity of human life, the wholeness and holiness of every person. Further, partnering with faith groups might serve a very practical aim of transmitting morals and values from one generation to the next. What they describe here is focusing our hearts and minds on obligations to each other that arise out of our shared createdness.

Now to round off our discussion, I’d just like to offer an example of collaboration with a faith community here in Canandaigua as it was shared to me by its pastor describing how they deal with healthcare problems and healthcare concerns among their members and attendees. What he mentioned was that health concerns will usually come up during pastoral counseling sessions. During such sessions, as he put it, it would sometimes become clear that the individual is dealing with more than just a religious or spiritual problem. Now for several years this church has had a collaborative partnership with the local nonprofit mental health clinic staffed by volunteers, licensed volunteers I might add. In such cases, the pastor would offer the individual a referral to this clinic. Of course everything was done in absolute confidence and only with the full consent of the individual who met with this pastor. Where money was a concern, this clinic charged on a sliding scale. If money was still a concern, this church also had an established what they referred to as a Good Samaritan fund, where they would offer to pay for the individuals treatment, for five, 10, 15 sessions even. Very rarely, according to this pastor, would the individual turn down the opportunity for services from this clinic. And spiritual and pastoral care support would continue to be provided to the individual even while making use of this clinic which provided licensed clinical services. So I thought that was just an interesting case vignette of how the system could really work well at times. Thank you very much for your time, for your attention. I understand we have some time left to answer questions.

Moderator: Thank you, Dr. Kopacz. We do have a couple of questions queued up. If anybody wants to ask a question, on the right-hand side of your screen, the GoToWebinar control panel has a section called questions. You can even pull that out to make it look bigger. And I’ll just jump right in on the first question. This gentleman is wondering if you have seen or would like to comment on Adam Linehan’s September 6, 2017, Task and Purpose article, The Suicide Contagion: How The Effort To Combat Veterans’ Suicide May Be Making It Worse.

Dr. Marek Kopacz: Thank you for the question. Unfortunately, I haven’t had the opportunity to read through that paper, so I am not in a position to offer commentary on that paper. I apologize for that.

Moderator: He provided the link and you’ll get it when I run the report.

Dr. Marek Kopacz: Sure thing. Thank you for that.

Moderator: The other two questions that we have are really technical.

Dr. Marek Kopacz: By all means.

Moderator: So just hang on for a few more minutes.  No, it’s technical for me. If anybody has additional questions for the presenter you can go ahead and enter those into the GoToWebinar questions panel.

Dr. Marek Kopacz: Now forgive me, should I be seeing these questions on my screen as well? Because I’m, maybe I’m looking in the wrong spot.

Moderator: No, you won’t see them.

Dr. Marek Kopacz: Understood.

Moderator: One person would like to know are grants available from the VA to help faith-based communities’ minister provide training and services?

Dr. Marek Kopacz: I am not aware of any formal grant mechanisms. However, the opportunity for partnerships is very much there. Any of the VA offices that I mentioned in my presentation, I am very confident that they welcome the opportunity to hear from faith-based communities and identify overlap and opportunities for collaborating and supporting Veterans. But I’m not aware of any specific grant funding mechanisms extended to faith-based communities out of the VA.

Moderator: Thank you.

Dr. Marek Kopacz: Sure thing.

Moderator: The next question: Resources availability for small congregations seeking to provide services. This appears to be a portion of a question. Maybe you can understand it better. Resources availability for small congregations seeking to provide services. Perhaps it’s a comment. 

Dr. Marek Kopacz: Well, small congregations, they’re absolutely have a lot to contribute to suicide prevention efforts. That goes without saying. And to that end I would encourage, again, these small congregations to reach out to any of those groups, offices, centers that I mentioned in my presentation. Especially what comes to mind is the Center for Faith-Based and Neighborhood Partnerships. They would be more than willing to support these faith groups. There is no such thing as too small or too big. We all absolutely share in the mission of supporting our nation's Veterans. And if a faith community wants to share in that mission, then the VA is ready to help out in that regard.

Moderator: Thank you for that answer. This person has a question from the clinical end. Excuse me.

Dr. Marek Kopacz: I’ll try my best to please.

Moderator: As a psychiatrist I have many Veterans who I believe could really benefit from spiritual help. They have suffered greatly and are dealing with existential questions of sin, suffering, justice, forgiveness, etc., that we are just not trained to discuss and I don’t really think it’s my place to discuss. When someone’s mental illness is adequately treated but they could use spiritual help, what can I advise?

Dr. Marek Kopacz: Thank you very much for that question. I appreciate it. So taking a slightly more broad 30,000-foot view, every medical school, part of their accreditation requires some amount of training in spiritual care or spiritual needs. What that block of hour should entail is not standardized. Is it enough? The consensus appears to be no, that up and coming physicians should have a little bit more training and a little bit more education in identifying and responding to spiritual care needs in their patients. So taking that one step further, there are a few, there are quite a few actually, different spiritual history tools that could be used in clinical medical settings, that any physician can use to raise the issue of spiritual and pastoral care needs among their patients. And so this is a great way of identifying those needs when they arise, should they arise. Now in terms of actually responding to those needs, just as I’m not an advocate for turning every chaplain or clergy member or faith leader into a licensed mental healthcare provider, I’m also not promoting turning every MD or nurse or psychologist into a spiritual and pastoral care provider. Which is not to say that there shouldn’t be a measure of sensitivity on both sides. And so at least in VA settings we have an excellent chaplaincy service trained, skilled in responding to spiritual and pastoral care needs among their service users. And so a psychiatrist, or any MD for that matter, could refer their patient to a VA chaplain and this sort of raises the broader issues of interdisciplinary collaboration. And I realize I’m sort of stepping on a soapbox at this point. We understand, we recognize spiritual care needs. They’re part of the bigger picture. They’re part of the biopsychosocial model of health and illness. And so we need to be responsive to those needs. Those needs are relevant to suicide prevention efforts. And so we really should be working together that much more closely to ensure that every Veteran has all their needs, the spiritual needs, their physical needs, their mental health care needs, their social needs attended to in a way that they can flourish, develop in good health as well. So thank you. I’m getting off of my soapbox now.

Moderator: Alright, before I ask the next question, could you go ahead and just click on your slide? It looks like your task bar is, there you go, so people can see your email address.

Dr. Marek Kopacz: Alrighty.

Moderator: Next question. Who specifically would I have pastor contact, sorry, who specifically would I have a pastor contact to find out about partnership opportunities or chaplaincy services?

Dr. Marek Kopacz: So who specifically? Well, I highlighted here the National Chaplain Center based in Hampton, Virginia. I am confident that they would be happy to provide additional information on any of those programs that I mentioned. And yes, and every local VA Medical Center has chaplaincy facilities there in place and I’m very confident that any of those department heads would be more than willing to engage with the local community, local faith community, and describe how the VA can help those communities better serve Veterans.

Moderator: Great. Thank you. Next question. Marek, can you speak to religion/faith communities as being a barrier? The top arrow on the slide of the barriers/facilitators, does that not argue against their usefulness as a resource or gatekeepers?

Dr. Marek Kopacz: Well, the way I understood that result from that study, and thank you to whomever asked that question, the way I understood that result was that pairing that result, I’ll add with the other study that I mentioned, the faith community, that religious spiritual dimension might be something that the Veteran or non-Veteran by that measure, might fall back on instead of mental health care. And to that end I would imagine it might serve as a barrier, which is how I interpreted that finding from that study. Now in reality what we know, what we understand is that that religious/spiritual dimension should be used in addition to clinical mental healthcare services, that the two should be used together to the same end of healing, of mitigating that risk of suicide. And so it should not be an exclusive dimension. It should not be limited just to religion and faith as seeing me through this crisis or this distressing situation. Rather that should be one piece of a larger puzzle. So that’s how I would approach that research finding. 

Moderator: Thank you. This next one I think is a comment or an answer to somebody else’s question. 

Dr. Marek Kopacz: Please.

Moderator: This person says for MDs/psychiatrists check out Mental Health Integration for Chaplain Service website, VISN 6, MIRECC, M-I-R-E-C-C.

Dr. Marek Kopacz: Absolutely, and I also provided a link to that program on my presentation. And if I may, the American Psychological Association also published a great book by, edited by William R. Miller, titled Integrating Spirituality into Treatment, and that could also serve as a resource in clinical settings.

Moderator: Wonderful, thank you. 

Dr. Marek Kopacz: Sure thing.

Moderator: In today’s secular environment how do we better support spiritual care needs in light of some of the societal negatives that comes from those opposed to the spiritual component of a Veteran?

Dr. Marek Kopacz: My short answer is you can’t, is you can’t say you’re supporting the Veteran while not attending to whatever their spiritual and pastoral care needs might be. It’s part of the package. Not meaning to sound overly philosophical, but it’s, we all have that spiritual dimension. Spirituality, one definition being defined as a search for meaning and purpose which may or may not be connected with an organized religious institution. So we’re all searching for meaning, for purpose in our lives, Veteran and non-Veteran alike, and we need to attend to those spiritual needs of the person. It’s part of that bigger package. It’s part of the bigger picture. And to that end, allow me to cite research which was examining what motivates some Veterans to continue clinical service treatment for PTSD. And what this research found was that these Veterans, what motivated them most to remain engaged was the search for meaning related to their traumatic experiences as opposed to more than a need or a desire for alleviating their clinical symptoms. So I would be extremely skeptical and would have stern words for anybody who’d say that Veterans do not need to have their spiritual needs attended to. It really has no place in the bigger discussion of suicide prevention efforts and partnering with our local communities. 

Moderator: How are chaplains working with SAMHSA regarding the impact of drugs and alcohol, vis-a-vis the needs of Veterans’ spiritual deficiencies?

Dr. Marek Kopacz: So in emerging literature really has examined that dimension of spiritual wellbeing in the context of substance abuse. There is a literature out there, there are published findings that really illustrate how the substance abuse is helping "in a very pathological way," of course, is helping the Veteran facilitating some ill-founded sense of meaning and purpose. And to that end, we have those published findings, and we know that that is part of the problem and it's part of the answer as well. There are different spiritually minded interventions that are geared towards substance abuse treatment. If anything I’ll call to mind the blue book and Alcoholics Anonymous, which includes a very clear religious/spiritual dimension within their 12-step process. 

Moderator: Thank you.  Dr. Kopacz, at this time I’d like to give you an opportunity to make any closing statements if you’d like.

Dr. Marek Kopacz: Well, I’d like to thank everyone again for their attention, for the very thoughtful questions. I’m encouraged, I’m excited to see this discussion, to see this conversation developing, growing. The research is really growing in leaps and bounds. We’re identifying those spiritual needs that I mentioned earlier. We’re finding ways to respond to them effectively, evidence-based methods. And so I’m very optimistic for how the future looks, that we really, our efforts are not in vain and that we will be able and are able to effectively help Veterans and utilize this piece of the bigger suicide prevention puzzle, meaning religion, meaning spirituality, meaning partnering with faith-based communities. And we’re really finding ways to effectively and successfully use those dimensions to the benefit of Veterans and helping prevent suicide.

Moderator: Dr. Kopacz, again, thank you very much for taking the time to prepare and present today. For the audience, when I close the meeting momentarily you’ll be prompted with a feedback form. Please take a few moments to fil that out. We really do count on you for feedback to continue to deliver high-quality Cyberseminars. Thanks, again, Marek.

Dr. Marek Kopacz: It was my pleasure. Thank you for having me.

[ END OF AUDIO ]

